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Abstract
Objective To systematically synthesise qualitative
research that explores children’s and caregivers’
perceptions of mandatory reporting.
Design We conducted a meta-synthesis of qualitative
studies.
Data sources Searches were conducted in Medline,
Embase, PsycINFO, Cumulative Index to Nursing and Allied
Health Literature, Criminal Justice Abstracts, Education
Resources Information Center, Sociological Abstracts and
Cochrane Libraries.
Eligibility criteria English-language, primary, qualitative
studies that investigated children’s or caregivers’
perceptions of reporting child maltreatment were included.
All healthcare and social service settings implicated by
mandatory reporting laws were included.
Data extraction and synthesis Critical appraisal of
included studies involved a modified checklist from
the Critical Appraisal Skills Programme (CASP). Two
independent reviewers extracted data, including direct
quotations from children and caregivers (first-order
constructs) and interpretations by study authors (secondorder constructs). Third-order constructs (the findings
of this meta-synthesis) involved synthesising secondorder constructs that addressed strategies to improve
the mandatory reporting processes for children or
caregivers—especially when these themes addressed
concerns raised by children or caregivers in relation to the
reporting process.
Results Over 7935 citations were retrieved and 35
articles were included in this meta-synthesis. The
studies represent the views of 821 caregivers, 50 adults
with histories of child maltreatment and 28 children.
Findings suggest that children and caregivers fear being
reported, as well as the responses to reports. Children
and caregivers identified a need for improvement
in communication from healthcare providers about
mandatory reporting, offering preliminary insight into
child-driven and caregiver-driven strategies to mitigate
potential harms associated with reporting processes.
Conclusion Research on strategies to mitigate potential
harms linked to mandatory reporting is urgently needed,
as is research that explores children’s experiences with
this process.

Strengths and limitations of this study
►► We employed clear and reproducible methods for

this meta-synthesis, including the execution of a
systematic search, the use of clear a priori study
inclusion criteria and transparent and reproducible
methods for analysis.
►► An established study appraisal checklist, Critical
Appraisal Skills Programme, was modified to better
adhere to standard conceptions of rigour in qualitative research and applied to all included papers in
this synthesis.
►► This meta-synthesis balanced rigorous methods
for finding studies (systematic search and article
screening strategies) with in-depth interpretive syntheses methods.
►► Due to little available data retrieved about children’s
perceptions of mandatory reporting and no data
from low-income and middle-income countries, the
generalisability of these findings is limited.
►► Syntheses of the included studies relied on the availability of direct quotes from caregivers and children
with experiences of mandatory reporting.

Background
Although child maltreatment represents a
significant global public health problem1–5
that affects a large proportion of children,6–8
many healthcare providers (HCPs) have not
received adequate training about how to
appropriately recognise and respond to children with this exposure.9–11 It is well established that many HCPs do not report children
they suspect have been maltreated.12 13
Mandatory reporting of child maltreatment
was proposed in the 1960s in the USA and
subsequently in many other countries as a
way to identify and respond to children experiencing maltreatment.14
Mandatory reporting laws may be broad or
narrow depending on a number of factors,
such as the types of reportable child maltreatment, the degree of harm deemed to be
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Methods
The results of this meta-synthesis are reported according
to Preferred Reporting Items for Systematic Reviews and

Meta-Analyses and enhancing transparency in reporting
the synthesis of qualitative research23 checklist (see
online supplementary file 1 for checklist). As there is no
standard way to summarise qualitative literature,23–25 for
this meta-synthesis we follow the methods of Feder et al,26
whose work builds on Noblit and Hare’s27 approach to
meta-ethnography. Specifically, an information professional (JRM) conducted a systematic search in the
following eight databases using broad terms for mandatory reporting and child maltreatment: Medline (1947-),
Embase (1947-), PsycINFO (1806-), Cumulative Index to
Nursing and Allied Health Literature (1981-), Criminal
Justice Abstracts (1968-), Education Resources Information Center (1966-), Sociological Abstracts (1952-) and
Cochrane Libraries. The search was originally conducted
on 15 August 2016 and was updated to 14 December 2018
prior to publication (see online supplementary file 2, for
example search strategy). Forward and backward citation
chaining was conducted to complement the search. All
articles were screened by two independent reviewers (JRM
and MK) based on the following inclusion criteria: (1)
primary, published article that used a qualitative design,
(2) represented children’s or caregivers’ self-reported
experiences with mandatory reporting of child maltreatment (broadly defined to include physical, emotional
and sexual abuse, neglect, and children’s exposure to
intimate partner violence, as well as any indicator leading
to CPS involvement, such as corporal punishment); (3)
included direct quotes from the participants to facilitate the formulation of results and (4) conducted before
14 December 2018 (when the search was executed). Articles were excluded based on the following criteria: (1)
non-qualitative research designs, including surveys with
open response options; (2) did not examine mandatory reporting in the context of child maltreatment (eg,
mandatory reporting of elder abuse or adult exposure
to intimate partner violence only) and (3) reported the
experiences of caregivers and children through the voice
of professionals.
Critical appraisal was completed by one author (JRM)
and checked by a second author (MK) using a modified
version of the Critical Appraisal Skills Programme (CASP)
checklist for qualitative research.22 The questions listed
in the CASP checklist were rearranged according to standard conceptions of rigour in qualitative research: credibility, transferability, consistency and neutrality. Other
CASP questions that did not fit into these areas included
questions about appropriateness of research (appropriateness of qualitative research and appropriateness of
research design) and ethical considerations of research.
Other strategies for establishing credibility, transferability
and neutrality that are not discussed in the CASP tool but
are found in other discussions of qualitative rigour28 29
were included. Feder et al’s26 approach to appraising qualitative literature prioritises studies that are ranked as of
higher quality, which supports increasing recommendations to consider study quality, but also does not inappropriately exclude so-called lower quality studies that make

reportable, the source of maltreatment and the persons
who are required to file a report.15 Narrower versions
of the law could, for example, require only one profession (eg, physicians) to report one type of maltreatment
(eg, sexual abuse), while broader versions of the law
might require all adult citizens to report several types
of maltreatment, such as physical, sexual and emotional
abuse, neglect and children’s exposure to intimate partner
violence (with variations within these factors found across
and within countries). Given the broad range of options
for mandatory reporting laws, authors have argued that
these laws can be drafted to suit the specific needs of
different nations, including low-income and middle-income countries (LMICs).14 16
The nature of reporting laws may impact outcomes
following a report. For example, some research has
suggested that reporting from mandated professionals
is more likely to lead to substantiated maltreatment than
reporting from non-professionals (family, friends and
neighbours).17 Other research has suggested that
universal mandatory reporting (reporting by all adult citizens) may not always improve the detection of children
exposed to maltreatment; for example, universal mandatory reporting laws have not resulted in increased confirmation of physical abuse.18–20 Additions of new forms of
maltreatment to mandatory reporting legislation may not
always benefit children who are experiencing harm, for
example, when system burden may hinder the ability of
child protective services (CPS) to identify those children
most in need of an urgent response.21 In short, it has yet
to be shown that any specific mandatory reporting law
can lead to a reduction in maltreatment recurrence or an
improvement in child well-being.
A previous meta-synthesis of qualitative research22
raised questions about the effectiveness of mandatory
reporting after identifying: (1) no prospective research
evaluating the link between mandatory reporting and
child outcomes and (2) many accounts of harm to
children, families and reporters following mandatory
reporting and associated responses. This previous work
summarised the views of mandated reporters across nine
high-income countries and five middle-income countries.22 The objective of the present paper is to systematically search for, critically appraise and synthesise
qualitative research exploring children’s and caregivers’
self-reported perceptions and experiences of mandatory
reporting. In doing so, we report the voices of caregivers
and children who come into contact with CPS through
mandatory reporting processes, in order to inform the
development of child-driven and caregiver-driven strategies related to mitigating potential harms associated
with reporting processes. Many of these strategies delineate how HCPs can improve their responses to children
exposed to maltreatment and their caregivers.

Open access

Study characteristics and methodological quality
The methodological quality of the studies varied and the
total score percentages for each article (total possible score
was 20 ‘yeses’) are reported in table 1. Fourteen articles
(40%),30–43 including two articles in the top quartile,30 31
did not include details about strategies used to ensure
ethical issues had been taken into consideration, such as
seeking approval from an ethics committee for research.
In addition, only 12 (34%) articles31 32 34 35 44–51 discussed
strategies to ensure neutrality (eg, the researcher critically examined how their own role introduced bias into
the research question, study design or study execution).
All of the articles were published by authors in high-income countries, including the USA (22 studies), Australia
(5 studies), Canada (5 studies), Israel (2 studies) and
Finland (1 study) (see online supplementary file 3 for
participant and study characteristics). The majority of
included articles (n=33, 94%) described the experiences
of caregivers, totalling 821 individuals. One additional
article,43 published almost two decades ago, described the
experiences of 50 adults with a history of child maltreatment (physical, sexual and emotional abuse). Another
article35 described the effects of Israeli social policy on the
experiences of 28 Palestinian children/adolescents with
experiences of sexual abuse. Of the 33 included articles
that addressed the perspective of caregivers, most were
those of mothers or expectant mothers (n=28, 85%), with
the remaining articles (n=5, 15%) including a majority
of mothers in their sample. Furthermore, most of the
caregivers represented in the sample were women with
specific vulnerabilities, such as those using substances
(n=18), or with experiences of intimate partner violence
(n=10). Additional articles addressed caregivers who
were new immigrants in New York City, USA (n=1), child
welfare investigated caregivers in the USA (n=2) and
mothers involved in a voluntary home visiting services
in the Midwest, USA (n=1). One article, published over
two decades ago, also investigated caregivers in Australia
whose children had been exposed to sexual abuse (n=1).
Most articles did not specify why caregivers had been
reported to CPS. For those studies that included some
information about referral reasons, types of exposures
included sexual abuse,35 42 failure to protect (neglect)34 48
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Results
A total of 7935 records were identified and, after deduplication, 4662 titles and abstracts were screened using the
inclusion and exclusion criteria. After full-text screening
of 144 articles, 35 articles (representing 34 studies) were
included in this review (see figure 1).
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Patient and public involvement
While this meta-synthesis sought to prioritise children’s
and caregivers’ perceptions and experiences with mandatory reporting, as expressed in qualitative research, no
patients were involved in developing or conducting the
meta-synthesis.

‘surface mistakes’ that would not otherwise invalidate
their study findings.24 Only the total CASP scores were
considered, and studies were not excluded for poor study
design, as we felt that the exclusion of any articles could
exclude a valuable quote/perspective from a child/caregiver and that this exclusion could impact the meta-synthesis findings.
Data coding for this meta-synthesis was primarily inductive. Two reviewers (JRM and MK) independently placed
the primary data from each study and its corresponding
code into an Excel file, and these files were compared
for consistency (JRM). Data analysis involved two independent reviewers (JRM and MK) coding (1) first-order
constructs (views of caregivers and children), which were
usually found in the Results section of the included articles; (2) second-order constructs (interpretations by
study authors), which were usually found in the Discussion section of the included articles and (3) contradictory constructs, or first-order or second-order constructs
that were contradictory across or within studies. For
first-order constructs, quotes related to CPS responses
were coded only if the paper also addressed perceptions
of mandatory reporting. As per inclusion criteria listed
above, papers were excluded if they only addressed CPS
responses to reports. While the quantification of qualitative work has been criticised, in this study, individual
concepts are ‘counted’ to let the reader decide about the
relative importance of the themes. We suggest that themes
that appear at a lower frequency are not necessarily less
important (eg, child safety and well-being is discussed less
often in included studies) but rather that other themes
were priorities for caregivers and study authors due to the
goals of the individual studies.
First and second-order constructs that appeared across
studies were re-examined to develop the third-order
constructs, or the conclusions of this meta-synthesis.
This involved one author (JRM) identifying secondorder constructs that addressed strategies to improve
the mandatory reporting processes for children or
caregivers—especially when these themes addressed
concerns raised by children or caregivers in relation to
the reporting process. These themes were, per Feder et
al,26 reworded as recommendations. For example, the
following recommendation from this meta-synthesis
addresses the second-order construct about research
and legislative impacts of mandatory reporting and the
first-order construct about caregivers’ stated fear of
being reported to CPS and corresponding avoidance
of services: ‘Research about mandatory reporting laws
should attend to the unintended negative consequences
of reporting, such as the creation of adversarial care environments’. The final third-order constructs were first
discussed with the two authors (MK and HLM) involved
in developing and evaluating the first-order and secondorder constructs to ensure they reflected their understanding of the data, following which they were evaluated
and approved by all authors.

Open access

or combination of maltreatment exposures, including
physical abuse, sexual abuse, emotional abuse and physical or emotional neglect.31 33 40 43 Beyond those articles
citing single exposures (sexual abuse or neglect), we were
unable to link experiences with mandatory reporting with

specific types of maltreatment (in order to ascertain if
experiences differed depending on maltreatment type).
For example, while nine articles addressed children’s
exposure to intimate partner violence, this exposure
is a specific form of reportable maltreatment in some

Table 1 Methodological quality of studies
Total ‘yeses’ out of
20

% of total score

18

90

17

85

16

80

15

75

Elms, 201849 Stone, 201532 Fleury-Steiner, 201133 Sullivan, 200534 ShalhoubKevorkian, 200535 Earner, 2007109 Stevens, 200536

14

70

Bergstrom-Lynch, 2018110 Valentine, 2018111 Roberts, 2011112 Phillips, 2007113
Howell, 199937 White, 2016114 Davidov, 201256 Hathaway, 200238

13

65

Leppo, 2012115 Sword, 200439 Fong, 201740

12

60

Kruk, 201141 Dowd, 2002116
Roberts, 201058

11

55

9
7

45
35

Study ID
75% or above
Paterno, 201851 Harvey, 201544
45

Jarlenski, 2016

106

Stengel, 2014

46

Kelly, 2009

Gueta, 201750 Jessup, 200330 Akin, 199731
57

Campbell, 2017

107

Kearney, 1995

108

Meyer, 2011

48

DeVoe, 2003

50%–74%

49% and under
Scott, 199642
Palmer, 199943

4
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Figure 1 PRISMA flow diagram. CPS, Critical Appraisal Skills Programme; PRISMA, Preferred Reporting Items for Systematic
Reviews and Meta-Analyses.

Open access
Indigenous/Native American or ‘other’ race. The 14
articles that mentioned the income level of participants
described the majority of their participants as economically marginalised (ie, were ‘low income’, ‘receiving
social assistance’, etc).
Fears, threats, perceptions of and responses to reports (firstorder constructs)
Five first-order constructs (views of caregivers and children) are detailed in table 2, reflecting caregivers’
and children’s perceptions of mandatory reporting,

Table 2 Caregivers’ and children’s perceptions of mandatory reporting and associated responses
First-order construct

Found in
article (n, %)

Description of construct

Illustrative quotes

This construct relates to children’s and
caregivers’ perceptions of mandatory
reporting, mandated reporters and CPS
responses. Negative judgements involved
both caregivers’ perceptions about what
CPS should be doing (the ‘ideal’) and their
perceptions about what CPS was actually
doing (the ‘reality’ of CPS).

‘Because, um, all I know about [CPS agency]
is that they take people’s kids away from them.
That’s all I know.’33
‘I think that the doctors should be a little bit
more open to listenin’ to somebody instead of
more open to tryin’ to write a CPS report right
away, that maybe they should offer the woman
help before they report them to CPS…’58
‘Mandating is a key to get the women in
here. Mandate them. If they’re using during
pregnancy, and [CPS is] threatening to take
your kids, that’s mandating!’37

Before a report
Perceptions of mandatory
reporting, mandated reporters
and CPS responses

19, 54

 Negative judgements

18, 51

 Positive judgements

1, 3

Threats

9, 26

This construct relates to caregivers’
experiences of being threatened with a
report to authorities (CPS, criminal justice)
by mandated reporters.

‘[When] I was almost five months pregnant and
they were already telling me, you know, you’ve
been testing positive for meth and marijuana
and so, if this happens in your next trimester,
then you’re gonna be CPS involved.’58

Fear

31, 89

 Uses services less

12, 34

This construct relates to children’s,
caregivers’ and adults’ (with histories of
child maltreatment) fears about being
reported and fear of CPS responses to
reports or to threats of being reported.

‘I was afraid that if I told, my children would be
taken away.”34
‘…you guys are bound by law [to report certain
things]… You say it is confidential… but you are
going to report me’114

This construct relates to caregivers’
recollections of being reported by a
mandated reporter.

‘They ran his name; he had a warrant. They
didn't like the fact that I was in the car with a
felon and had my child there, so they called.
They called, CPS came—they called me and
we talked, or whatever. I had to go through the
whole drug test, home visit and everything like
that.’40

This construct relates to caregivers’
experiences with responses to reports
and with managing relationships with CPS
personnel.

‘When I cleaned up toward the end of my
pregnancy, my social worker promised me if
I was clean when I gave birth to my baby he
wouldn’t be apprehended.… Yes, I was clean
for 60 days, and he still apprehended my
baby.’41
‘I mean at first I thought their main goal was just
to come here, snatch my kids away. You know,
‘cause that’s what everybody thinks about CPS.
You know what I mean. And then she was like,
‘This is what we’re gonna do, this is how we’re
gonna handle this, do you have any questions.’
So it really wasn’t, you know, all that bad.’33

 Does not disclose information 7, 20
 Uses services more

6, 17

 Limits of confidentiality

4, 11

Being reported
Knowledge of being reported by 6, 17
a mandated reporter

Following a report
CPS involvement

17, 49

 Negative experiences

14, 40

 Positive experiences

3, 9

CPS, child protective services.
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jurisdictions and is reportable under emotional abuse or
neglect in others.14 52 53 It is also an experience that has
a high co-occurrence with other forms of maltreatment
(physical abuse, emotional abuse, sexual abuse),54 55 and
so it is unclear from this experience alone what would
trigger a referral to CPS.
Across those articles (n=15) that described participants’ race/ethnicity, an average of 48% of the participants included in this synthesis identified as white, 26%
as Black/African American, 17% as Hispanic/Latina,
3% as mixed race and 2% as Asian/Pacific Islander,

Open access
Positive feelings resulted when the non-offending caregiver (the mother) recognised child maltreatment in
advance of the referral and felt relief in receiving support
to provide safety to her children. Similar to mandated
reporters,22 caregivers in this study57 had an easier time
recognising maltreatment when they saw physical indicators of violence (eg, belt mark on child).
A significant number of articles (49%) also discussed
positive or negative CPS responses associated with being
reported (construct 5). Many of the negative experiences
involved caregiver reflections on the impact of their children
being taken away. Other negative CPS responses included
discrepancies between what was promised to caregivers
by CPS workers versus the actual actions by CPS workers,
a general perception of unhelpfulness of CPS responses,
and experiences with CPS that left caregivers feeling powerless and unheard. Positive experiences, reported in three
studies,33 37 57 addressed helpful referrals (eg, food stamp
programmes, intimate partner violence advocate), support
(eg, training, emotional and material support, including
children’s toys and clothes) and outcomes (eg, less yelling,
shouting and spanking in the family, as well as more
self-confidence reported by caregiver and increased caregiver ability to protect children).
Although not the focus of this paper, a few articles
discussed caregivers’ recollections of being reported
by an informal relation (such as a neighbour, friend or
family member).32 40 43
Coordinated responses (second-order constructs)
All second-order constructs (see table 3) were supported by
articles from the top quartile of study quality (see table 1
above). While the included studies recruited participants
from a variety of health and social service settings (hospitals, clinics, community drug treatment programmes, home
visiting programmes, intimate partner violence shelters,
etc), the study authors directed the majority of their recommendations to HCPs or CPS. This focus is reflected in the
second-order and third-order constructs. Only one article
suggested that an aspect of mandatory reporting (reporting
of children’s exposure to intimate partner violence) should
be halted34; all other articles addressed ways through which
the reporting process could be improved by HCPs, CPS,
research or through changes to mandatory reporting legislation via policy-makers.
Over half of the articles (54%) addressed appropriate
responses needed from HCPs (construct A), which included
HCPs’ responsibilities to communicate with clients about
the limits of confidentiality. Appropriate CPS responses
(construct B) were addressed by 29% of articles and included
the desire for CPS personnel to understand and respond to
the unique needs of clients. In 37% of included articles, it
was noted that HCPs and CPS personnel require knowledge
and training (construct C). It was recommended that both
HCPs and CPS personnel receive training about the unique
needs of vulnerable groups, including clients with addictions, those experiencing intimate partner violence, and
immigrants. Study authors also recommended that HCPs
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mandated reporters and CPS responses (construct 1),
caregivers’ experiences with being threatened with a
report by mandated reporters (construct 2), caregivers’
and children’s fears about being reported, including fears
of CPS responses to reports (construct 3), caregivers’
recollections of being reported by a mandated reporter
(construct 4), and caregivers’ experiences with responses
to reports and with managing relationships with CPS
personnel (construct 5). All constructs are supported by
articles from the top quartile (see table 1 above).
Only two of the included articles34 56 explicitly sought
to investigate caregivers’ perspectives on mandatory
reporting. Over half of the articles (54%) detailed caregivers’ perceptions of mandatory reporting, mandated
reporters and CPS responses to reports (construct 1). All
of the articles supporting construct one included negative
judgements about CPS responses, mandatory reporting
and mandated reports; only one articles discussed positive judgements. Negative judgements about mandated
reporters or the reporting process included discussions
about betrayals of trust and confidentiality, unfairness of
reporting or lack of understanding about why caregivers
had been reported. Negative judgements of CPS included
perceptions that they were ‘child snatchers’, unfair, coercive, threatening and that they did not understand the
unique circumstances of the caregiver. Positive judgements of mandatory reporting included the perspective
by one participant that mandatory reporting could force
caregivers to get the addiction treatment they needed.37
Additional articles addressed threats of reports
(construct 2) and fears of being reported (construct 3).
Caregivers’ fears of being reported impacted service use
or disclosure of information that could make caregivers
vulnerable to CPS involvement, such as experiences with
intimate partner violence, substance use or mental health
concerns. Fears of being reported or otherwise involved
with CPS were described by caregivers as a reason to avoid
services in 34% of included articles and as a reason to not
disclose important information to mandated reporters
in 20% of included articles. In 17% of the included articles, caregivers indicated that they made a special effort
to never miss appointments or services due to fears of
being reported. Some caregivers also discussed how their
fears were linked to limits of confidentiality and discussed
how betraying their trust or confidentiality was counterproductive to therapeutic relationships and, for example,
drug treatment goals. Both the article that addressed children’s perspectives35 and the article that addressed the
perspectives of adults’ with histories of child maltreatment43 contributed to the construct about fears of being
reported or fears of responses associated with reports.
A few articles discussed caregivers’ recollections of
being reported by a mandated reporter (construct 4).
Most articles contributing to this construct discussed caregivers’ negative feelings associated with being reported:
feeling angry, misunderstood, betrayed, confused and in
the dark. One article57 discussed both negative and positive feelings associated with knowledge of being reported.

Open access

Second-order construct

Found in
article (n, %) Description of construct

Illustrative quotes

Appropriate HCP responses 19, 54

►► HCPs should respond to caregivers in a nonjudgemental, empathetic, and warm manner,
including offering support and referral to key
services.
►► HCPs should communicate with caregivers/
children about the limits of confidentiality
and the types of situations that can lead to a
report.

‘Finally, fear of the authorities and of losing
a child to them was strong amongst the
interviewees, indicating that clearer policies
on child removal and more information about
the protocol of child protection services
should be provided to pregnant women with
drug problems as early in the pregnancy as
possible.’115

Appropriate CPS responses 10, 29

►► CPS workers should seek out the voices and
perspectives of clients they are serving.
►► CPS responses should be based on principles
of strengths, empowerment, honesty,
partnership and cultural competence.
►► CPS responses should focus on material
supports for clients and referrals to
community supports.

‘Therefore, if it is deemed necessary to remove
a child after a thorough strengths-based
assessment that provides women with support,
CPS workers need to address the trauma
associated with apprehension.’41

Knowledge and training

13, 37

 HCPs

7, 20

 CPS

5, 14

►► HCPs and CPS personnel should have
nuanced knowledge/training about the unique
circumstances of vulnerable groups.
►► HCPs should know about their jurisdiction’s
reporting requirements and impacts of
reporting and caregivers and children.

‘Child welfare agencies also need continuing
education regarding perinatal substance abuse
and treatment options and can partner with
courts, substance abuse treatment systems
and child health agencies in therapeutic
projects of child protection that promote
recovery and family cohesion.’30

Collaboration and
coordinated systems of
care

12, 34

►► HCPs and CPS personnel should collaborate
and work to minimise structural barriers and
maximise coordinated systems of care.

‘Development of ‘accessible, comprehensive
and integrated services in centralised
settings… underpinned by trauma-informed
systems of care’… requires the collaborative
effort of all service providers as well as
consumer participation so services are
acceptable to mothers’44

Impact of reporting—
research and legislation

10, 29

►► Future research should address the
complexities and impact of mandatory
reporting.
►► Legislators and policy-makers should
consider the impact of reporting legislation
on children, caregivers, and reporters and on
their therapeutic relationships.

‘Further research should be conducted with
the specific purpose of examining these
mandatory reporting issues in the context of
home visitation, as the present study indicates
that health care professionals involved in home
visitation are not unaffected by the issues
related to mandated reporting in these two
controversial instances’56

►► Children’s safety and well-being must be
prioritised.
►► Ensuring the safety and well-being of adult
victims of intimate partner violence (often the
mother) helps to ensure children’s safety and
well-being.

‘Programs must address the tension between
child-focused and mother-focused providers
and services. This tension is illustrated by
the often adversarial relationships between
child welfare agencies that seek to protect
the children and substance abuse treatment
providers who advocate for the mothers. As
programs are developed, the mother–child
dyad should be viewed from the beginning as
the target unit to be served. This avoids later
questions of ‘Who is the client?’37

Child safety and well-being 8, 23
 Focus on mother and
child

7, 20

 Focus on child

1, 3

CPS, child protective services; HCP, healthcare provider.

have knowledge and training about their reporting duties.
The need for collaboration between HCPs and CPS and
coordinated systems of care (construct D) was mentioned
by 34% of included articles.
Some study authors recommended that legislators and
researchers should consider or evaluate the impact of
mandatory reporting legislation on children, caregivers
and reporters (construct E). Finally, 23% of included articles focused on the need for child well-being and safety

(construct F), with the majority of these articles suggesting
that child well-being and safety could best be achieved by
ensuring the well-being and safety of the mother.
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Apparent contradictions
Three contradictions were noted within and across articles: (1) whether or not fears of being reported increased
or decreased service use by caregivers; (2) whether or
not child safety is achieved through a focus on maternal
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Table 3 Second-order constructs (views of study authors) and the number (n) and per cent (%) of articles that address each
construct

Open access
providers who recognise the severe limitations in current
service responses to children experiencing maltreatment.
More research on these contradictions is needed before
firm conclusions can be made.
Recommendations for appropriate responses to reports (thirdorder constructs)
The third-order constructs represented in table 4 address
study authors’ interpretations, across the studies, of
strategies to improve service when mandatory reporting
processes are involved, as well as the need to acknowledge the limitations in what we know about the impacts
of mandatory reporting processes. As stated in the
Methods section, third-order constructs combine the
insights of children (when available), caregivers and
study authors seeking their perspective; these themes, per
Feder et al,26 are reworded as recommendations. Thirdorder constructs are arranged according to the socioecological model,59 to draw attention to individual and
social factors needed to address limitations in reporting
processes. It should be noted, however, that most of the
recommendations suggest improvement is needed at
the interpersonal level (ie, improving communication
and relationships between HCPs and CPS personnel and
caregivers and children). Restriction of analysis to articles

Table 4 Third-order constructs—recommendations at each socioecological level
Socioecological level

Recommendation

Public policy
(laws and policy)
Community factors
(relationships among organisations,
institutions and informal networks)

Research about mandatory reporting laws should attend to the unintended negative
consequences of reporting, such as the creation of adversarial care environments.
All sectors involved in responding to reports of maltreatment should improve
collaboration and the coordination of their responses, in order to minimise punitive,
threatening and fear-inducing service responses.

Health and social service institutions should address tensions between their childInstitutional factors
(institutional characteristics and rules focused and mother-focused services, remembering that ensuring the safety and wellfor operations)
being of the mother is often essential in prioritising the safety and well-being of the
child.
Interpersonal relationships
(formal and informal relationships)

Individual factors
(knowledge, attitudes, skills, etc)

HCPs should listen to caregivers’ and children’s communicated concerns; respond to
caregivers and children with empathy, warmth, understanding, support and appropriate
referrals to the community; and, when appropriate, provide caregivers with information
about the impact of exposures, such as intimate partner violence or addictions, on
children in a manner that is non-judgemental.
HCPs should communicate with caregivers/children about the limits of confidentiality
and the types of situations that could or would not lead to a report.
CPS responses should prioritise listening to caregivers’ stories, opinions and
aspirations; building relationships based on collaboration, partnership, honesty, trust
and shared decision-making; enabling caregivers to gain access to material goods and
other services (eg, housing, food, clothing, childcare, counselling, drug treatment); and
caregivers’ bond with their children. CPS responses should also strive to be hopeful
instead of bureaucratic.
In cases of intimate partner violence, CPS responses should focus on perpetrator
accountability and support of adult victims, while monitoring the safety of children.
HCPs and CPS personnel should understand the marginalised locations from which
mothers seek care, which includes comprehensive knowledge about experiences with
addictions and intimate partner violence and appropriate, non-judgemental responses to
individuals with these experiences.

CPS, child protective services; HCP, healthcare provider.
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safety, child safety or both and (3) whether or not ‘disclosures’ of abuse experiences should be sought. The first
contradiction was resolved within individual papers when
authors noted that mothers attended all appointments to
show that they were good mothers32 or to prevent CPS
taking their child away,58 but negative experiences with
services or CPS would make them less likely to attend
services in the future. The second contradiction is
well recognised across child-focused and mother-focused
disciplines, where providers tend to prioritise the safety
and well-being of their primary client, who is either the
child or the mother. More nuanced attempts to resolve
these tensions can be found in discussions about mothers
with experiences of intimate partner violence, where
authors note that ensuring the well-being and safety of
the mother often helps to ensure the well-being and
safety of the child (thus, advocating for child-focused
professionals, such as CPS, to do better in responding to
vulnerable mothers), but that when these interests are
in conflict (eg, when the mother is abusing the child),
that children’s well-being and safety should be prioritised
given their inherent vulnerability.21 The final contradiction, also well-established in the field, is between those
providers who believe disclosure/detection will necessarily lead to positive benefits for the child and those

Open access

Discussion
For this meta-synthesis, we aimed to summarise caregivers’
and children’s perceptions of mandatory reporting;
however, only one of the included studies addressed children’s perceptions of mandatory reporting and associated
responses (a challenge discussed below). As such, our
findings relate more to caregivers’ (especially mothers’)
perceptions. Furthermore, the majority of included
articles addressed perspectives of mothers with specific
vulnerabilities—especially mothers with experiences of
substance use or intimate partner violence. This is likely
because both mandatory reporting of children’s exposure
to intimate partner violence and reporting of pregnant
women who use substances are contentious.21 60 61 While
the findings of this synthesis primarily focus on the needs
and perceptions of mothers (due to the current evidence
base), as has been noted by other authors, there needs to
be continued efforts to engage fathers in services, when
appropriate and safe to do so.62 63
Unlike mandated reporters who have a range of experiences with the reporting process (before, during and
after the report), and who are primarily concerned with
factors that impact the decision to report,22 mothers
primarily discussed fears or threats of reports and how
this impacted their service use. Mothers’ fears of being
reported were described as most strongly tied to fears of
losing their children. Qualitative research about mothers’
experiences with child apprehension suggests that many
mothers experience profound trauma when their children are taken away,64 65 which can exacerbate the stress
that may be contributing to the harmful behaviours or
parenting practices that necessitated a report, CPS intervention and/or child apprehension.66 Findings from this
meta-synthesis suggest that fears of reports and associated
responses led many mothers who are using substances
to avoid all prenatal services; many mothers in abusive
relationships also avoided disclosing abuse experiences
to HCPs. As critics of mandatory reporting for these two
groups have suggested,60 61 67 mandatory reporting can
impede mothers’ access to good care; their lack of access
to care, by extension, may jeopardise the safety and wellbeing of their children.
Several of the recommendations in this paper overlap
with our previous meta-synthesis22 about mandated
reporters’ experiences with reporting, while other recommendations are new. Both papers emphasised the importance for HCPs to disclose their reporting duties early in
ongoing relationships with caregivers and the importance
of non-judgemental and supportive responses from HCPs
and CPS, as well as the need for coordinated communication and care responses for children and families. Both
meta-syntheses also suggest that solutions to potential
harms associated with mandatory reporting are needed at
all ecological levels (ie, policies, communities, institutions

and individuals). Unlike the themes reported in our
previous meta-synthesis,22 which focused on training
specific to mandatory reporting legislation, themes in the
present meta-synthesis spoke to the importance for HCPs
and CPS to understand the marginalised locations from
which mothers seek care. This involves comprehensive
training/knowledge about how to appropriately respond
to mothers experiencing intimate partner violence or
addictions, training that is increasingly recognised as
essential for providers.68–70 For example, providers may
not be aware of the potential consequences of perinatal
marijuana use,71 a substance that was recently legalised
in Canada.72 Unlike themes from the previous meta-synthesis which emphasised child safety, themes from the
present meta-synthesis emphasised that to ensure child
safety, it is often essential to prioritise the safety and wellbeing of the mother. Punitive responses towards mothers
have been a long-standing concern in countries that
take a child safety approach, as opposed to a child and
family welfare approach.73–75 In contrast, preventative
interventions create an opportunity to support mothers
and can lead to increased child safety and well-being.76
These interventions require political will in order to
ensure that the health sector, and other relevant sectors,
are addressing violence against women and children.68
Finally, in comparing the themes across both meta-syntheses, it also becomes clear how little research is available that examines the perspectives of children. Sparse
research about children’s experiences of mandatory
reporting may reflect the observation that children
appear to focus on and be affected by the response to
the report, including investigations,77 78 medical examinations associated with investigations79 and apprehension
by CPS.80 81 It may also reflect the ethical challenges that
arise when doing qualitative research with children who
may have experienced maltreatment,82 83 although the
need for child-focused research and practice, as well as
research that attends to children’s voices, is increasingly
recognised as an essential right.84 85 There is some Canadian research, for example, which suggests that children
value control over both disclosures of abuse and reporting
of maltreatment (which the children indicated was not
possible when disclosing to mandated reporters).86 In this
study, children also discussed their perception that CPS
responses were ineffective, which impacted their decisions
to disclose maltreatment experiences.86 While the present
meta-synthesis did not identify studies from LMICs that
met the inclusion criteria, findings from non-mandated
LMICs also suggest that where child protection responses
are less well developed, children may be especially prone
to experiencing adverse outcomes from reporting.87
Safe, ethical research about children’s experiences
with mandatory reporting is urgently needed,88 as are
practical strategies/training for (1) relating to and interviewing children, taking into account their age and developmental considerations89 and (2) case formulating90 to
determine ‘the least detrimental alternative’ for children
and their families. While it is not ethical or feasible to
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in the top quartile did not change these third-order
constructs.

Open access
significant differences between the groups postservice
or post-treatment suggest that some of consequences of
maltreatment have been ameliorated by the responses.
The findings related to mandatory reporting and associated responses suggest an urgent need to prioritise
research and funding for effective interventions that
prevent maltreatment and recurrence, as well as service
responses that reduce recurrence and improve child wellbeing following maltreatment.
Strengths, limitations and future research
We consider the strengths of this meta-synthesis to
include the use of a systematic search, clear a priori study
inclusion and exclusion criteria, use of an established
study appraisal checklist, and transparent and reproducible methods for analysis. However, we appreciate that
these methodological choices may also be considered
limitations by some, or as a prioritisation of the ‘technical
skills’ of searching, sorting and critical appraisal over the
complexities of nuanced interpretation.104 105 While we
have endeavoured in this meta-synthesis to combine the
benefits of transparent search and inclusion criteria with
the demands of interpretive synthesis, future meta-syntheses would benefit from a close consideration of the
benefits and limitations of critically appraising qualitative
research, prioritising direct quotes in included studies
over the study authors’ summaries and interpretations
of participant quotes, and quantifying themes (rather
than drawing out the nuances in context across included
studies). For example, as direct quotes often only support
study findings, the prioritisation of direct quotes from
articles (rather than the entirety of the study findings)
could unintentionally skew the results of the studies to
findings that are, for example, provocative. While we
reviewed all aspects of the Results during data extraction
and do not believe we have unintentionally skewed the
findings of included studies, future meta-syntheses would
benefit from not limiting analysis to direct quotes.
This synthesis aimed to address children’s and caregivers’ perceptions of mandatory reporting and as such
does not reflect complete findings about (1) appropriate
HCP or CPS responses to disclosures of maltreatment or
(2) providers’ experiences with reporting in a non-mandated context (such as the UK). While this synthesis set
out to address children’s and caregivers’ perspectives
about mandatory reporting, the paucity of research
about children’s experiences of reporting to date makes
it unlikely that this synthesis captures children’s unique
experience with this process. Additional research about
children’s experiences is needed. Furthermore, as we
were unable to link specific types of maltreatment referrals to participants’ experiences with the reporting
process, it is unclear if the reason for referral affects experiences of being reported. A prospective cohort study
that linked reason for referral (eg, physical abuse, intrafamilial or extrafamilial sexual abuse, emotional abuse or
neglect) to experiences of being reported could account
for potential differences in perceptions of mandatory
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do a randomised trial of mandatory reporting in countries that already have this process in place, well-designed
cohort studies with opportunities for child, caregiver and
reporter feedback may provide insight into strategies for
mitigating harms with this process. This research could
uncover collaborative or more positive reporting strategies, some of which have been previously recommended,91
but have not been empirically tested. With respect to
training for relating to/interviewing children and case
formulation, clear guidance is needed about developmentally appropriate strategies for these essential components
of practice and how they relate to mandatory reporting
duties. For example, HCPs need practical, developmentally appropriate strategies for communicating about the
limits of confidentiality and inquiring about safety in the
home.92 Training is also needed with respect to strategies
for inquiring safely about child maltreatment, such as—
at minimum—ensuring that children and caregivers are
interviewed separately by a clinician who is competent to
inquire about maltreatment exposures.89 92
Mandatory reporting of child maltreatment remains a
contentious process. While it likely increases the reporting
rates of reluctant reporter groups93 94 and increases the
identification of children exposed to maltreatment,95–98
to date there is no prospective research examining if
mandatory reporting reduces recurrence of maltreatment or improves the well-being of children.22 Given that
mandatory reporting is so closely tied to CPS responses,
there is also an urgent need to evaluate CPS responses
(or lack of responses) following referrals. For example,
a recent retrospective study investigated whether contact
with CPS was associated with improved mental health
outcomes among Canadian adult respondents who
reported experiencing child abuse.99 This study found
no statistically significant differences for all outcomes,
except those adults who had CPS contact were more likely
to report lifetime suicide attempts.99 A review of cohort
studies that evaluated the impact of service use among
children exposed to maltreatment found mixed results,
with the majority of studies finding increased recurrence
rates associated with the provision of services, including
foster care.100 A systematic review about out-of-home
versus in-home-care suggested there was limited evidence
for improved outcomes for children in out-of-home care
and some worse outcomes for children in out-of-home
care.101 Systematic reviews about psychosocial interventions to address child well-being following maltreatment
exposure also show limited evidence of effectiveness.102 103
However, the findings of many of these studies, especially
the cohort studies, are complicated by issues related to
study design. Without clear assessments of baseline to
postservice or post-treatment risk, it is unclear if certain
populations (eg, those experiencing out-of-home care,
those receiving service use following a report) are qualitatively different (eg, experiencing increased mental
health problems at baseline assessment). If they are
experiencing more severe maltreatment or more severe
mental health symptoms at baseline, then no statistically

Open access

Conclusion
Mandatory reporting of child maltreatment remains
an influential and controversial process with a limited
evidence base. It is concerning that due to fears about
being reported, some mothers and children avoid
disclosing essential information and other mothers avoid
services altogether. Research on strategies to mitigate
potential harms with reporting is urgently needed, as is
research that explores children’s experiences with this
process.
Author affiliations
1
Department of Psychiatry and Behavioural Neurosciences, McMaster University,
Hamilton, Ontario, Canada
2
Department of Global Health and Development, London School of Hygiene &
Tropical Medicine, London, UK
3
Faculty of Public Health & Policy, London School of Hygiene and Tropical Medicine,
London, UK
4
Faculty of Information & Media Studies, The University of Western Ontario, London,
Ontario, Canada
5
Department of Pediatrics, McMaster University, Hamilton, Ontario, Canada
Acknowledgements This paper was prepared under the Know Violence in
Childhood: Global Learning Initiative (http://www.k nowviolenceinchildhood.org/).
The author/s acknowledge the support and internal review provided by the Initiative
and its funders. Authors of this paper (JRM, MK, JCDM, CNW and HLM) also
acknowledge support from the VEGA (Violence Evidence Guidance Action) project
(http://projectvega.ca/).
Contributors Conceptualisation: HLM, KD, MC and JRM. Analysed the data: JRM,
MK and HLM. Writing—original draft preparation: JRM. Writing—review and
editing: JRM, MK, KD, MC, JCDM, CNW and HLM. ICMJE criteria for authorship read
and met: JRM, MK, KD, MC, JCDM, CNW and HLM. Agree with manuscript results
and conclusions: JRM, MK, KD, MC, JCDM, CNW and HLM.
Funding HLM and CNW received funding from the Canadian Institutes of
Health Research (CIHR) Institute of Gender and Health (IGH) and Institute of
Neurosciences, Mental Health and Addictions (INMHA) to the PreVAiL Research
Network (www.PreVAiLResearch.ca; initially funded by CIHR and currently
funded by the Public Health Agency of Canada (PHAC)). HLM holds the Chedoke
Health Chair in Child Psychiatry at McMaster University in Hamilton, Ontario,
Canada. JRM is supported by a postdoctoral fellowship from the Violence
Evidence Guidance Action (VEGA) project (http://projectvega.ca/), which is
funded by PHAC.
Disclaimer The views expressed herein do not necessarily represent the views
of PHAC. The funders had no role in study design, data collection and analysis,
decision to publish or preparation of the manuscript.
Competing interests None declared.
Patient consent for publication Not required.
Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement All data relevant to the study, minus coded data and
online supplementary files found in the companion paper are included in the article
or uploaded as online supplementary information. All coded data are available from
corresponding author on request.
Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.o rg/licenses/by-nc/4 .0/.
McTavish JR, et al. BMJ Open 2019;9:e025741. doi:10.1136/bmjopen-2018-025741

References

1. Veenema TG, Thornton CP, Corley A. The public health crisis
of child sexual abuse in low and middle income countries: an
integrative review of the literature. Int J Nurs Stud 2015;52:864–81.
2. Miller GE, Chen E, Parker KJ. Psychological stress in childhood
and susceptibility to the chronic diseases of aging: moving toward
a model of behavioral and biological mechanisms. Psychol Bull
2011;137:959–97.
3. McCrory E, De Brito SA, Viding E. The link between child abuse and
psychopathology: a review of neurobiological and genetic research.
J R Soc Med 2012;105:151–6.
4. Norman RE, Byambaa M, De R, et al. The long-term health
consequences of child physical abuse, emotional abuse, and
neglect: a systematic review and meta-analysis. PLoS Med
2012;9:e1001349.
5. Naughton AM, Maguire SA, Mann MK, et al. Emotional, behavioral,
and developmental features indicative of neglect or emotional
abuse in preschool children: a systematic review. JAMA Pediatr
2013;167:769–75.
6. Stoltenborgh M, Bakermans-Kranenburg MJ, van Ijzendoorn
MH. The neglect of child neglect: a meta-analytic review of
the prevalence of neglect. Soc Psychiatry Psychiatr Epidemiol
2013;48:345–55.
7. Stoltenborgh M, van Ijzendoorn MH, Euser EM, et al. A global
perspective on child sexual abuse: meta-analysis of prevalence
around the world. Child Maltreat 2011;16:79–101.
8. Stoltenborgh M, Bakermans-Kranenburg MJ, van Ijzendoorn MH,
et al. Cultural-geographical differences in the occurrence of child
physical abuse? A meta-analysis of global prevalence. Int J Psychol
2013;48:81–94.
9. Adams JA, Starling SP, Frasier LD, et al. Diagnostic accuracy in
child sexual abuse medical evaluation: role of experience, training,
and expert case review. Child Abuse Negl 2012;36:383–92.
10. Starling SP, Heisler KW, Paulson JF, et al. Child abuse training
and knowledge: a national survey of emergency medicine, family
medicine, and pediatric residents and program directors. Pediatrics
2009;123:e595–e602.
11. Menoch M, Zimmerman S, Garcia-Filion P, et al. Child abuse
education: an objective evaluation of resident and attending
physician knowledge. Pediatr Emerg Care 2011;27:937–40.
12. Flaherty EG, Sege R. Barriers to physician identification and
reporting of child abuse. Pediatr Ann 2005;34:349–56.
13. Flaherty EG, Sege RD, Griffith J, et al. From suspicion of physical
child abuse to reporting: primary care clinician decision-making.
Pediatrics 2008;122:611–9.
14. Mathews B. Mandatory reporting laws: Their origin, nature, and
development over time. In: Mathews B, Bross DC, eds. Mandatory
reporting of child abuse and marginalised families. Aurora, CO:
Springer, 2015:3–26.
15. Mathews B, Kenny MC. Mandatory reporting legislation in the
United States, Canada, and Australia: a cross-jurisdictional
review of key features, differences, and issues. Child Maltreat
2008;13:50–63.
16. Mathews B. Developing countries and the potential of mandatory
reporting laws to identify severe child abuse and neglect. In: Deb S,
ed. Child safety, welfare and well-being: issues and challenges. New
York, NY: Springer, 2016:335–50.
17. King B, Lawson J, Putnam-Hornstein E. Examining the evidence:
reporter identity, allegation type, and sociodemographic
characteristics as predictors of maltreatment substantiation. Child
Maltreat 2013;18:232–44.
18. Ho GW, Gross DA, Bettencourt A. Universal mandatory reporting
policies and the odds of identifying child physical abuse. Am J
Public Health 2017;107:709–16.
19. Steen JA, Duran L. Entryway into the child protection system: the
impacts of child maltreatment reporting policies and reporting
system structures. Child Abuse Negl 2014;38:868–74.
20. Krase KS, DeLong-Hamilton TA. Comparing reports of suspected
child maltreatment in states with and without Universal Mandated
Reporting. Child Youth Serv Rev 2015;50:96–100.
21. Humphreys C. Problems in the system of mandatory reporting of
children living with domestic violence. J Fam Stud 2008;14:228–39.
22. McTavish JR, Kimber M, Devries K, et al. Mandated reporters'
experiences with reporting child maltreatment: a meta-synthesis of
qualitative studies. BMJ Open 2017;7:e013942.
23. Tong A, Flemming K, McInnes E, et al. Enhancing transparency in
reporting the synthesis of qualitative research: ENTREQ. BMC Med
Res Methodol 2012;12:181.
24. Dixon-Woods M, Agarwal S, Jones D, et al. Synthesising qualitative
and quantitative evidence: a review of possible methods. J Health
Serv Res Policy 2005;10:45–53.

11

BMJ Open: first published as 10.1136/bmjopen-2018-025741 on 4 April 2019. Downloaded from http://bmjopen.bmj.com/ on April 1, 2021 by guest. Protected by copyright.

reporting across maltreatment type. The lack of studies in
this synthesis from LMICs suggests an increased need to
invest in research in these settings.

Open access

12

53. Nixon KL, Tutty LM, Weaver-Dunlop G, et al. Do good intentions
beget good policy? A review of child protection policies to address
intimate partner violence. Child Youth Serv Rev 2007;29:1469–86.
54. Hamby S, Finkelhor D, Turner H, et al. The overlap of witnessing
partner violence with child maltreatment and other victimizations
in a nationally representative survey of youth. Child Abuse Negl
2010;34:734–41.
55. Public Health Agency of Canada. Canadian incidence study of
reported child abuse and neglect - 2008: major findings. Ottawa,
ON: Public Health Agency of Canada, 2010.
56. Davidov DM, Jack SM, Frost SS, et al. Mandatory reporting in the
context of home visitation programs: intimate partner violence and
children’s exposure to intimate partner violence. Violence Women
2012;18:595–610.
57. Campbell KA, Olson LM, Keenan HT, et al. What happened next:
interviews with mothers after a finding of child maltreatment in the
household. Qual Health Res 2017;27.
58. Roberts SC, Nuru-Jeter A. Women's perspectives on screening
for alcohol and drug use in prenatal care. Womens Health Issues
2010;20:193–200.
59. McLeroy KR, Bibeau D, Steckler A, et al. An ecological perspective
on health promotion programs. Health Educ Q 1988;15:351–77.
60. Angelotta C, Weiss CJ, Angelotta JW, et al. A moral or medical
problem? The relationship between legal penalties and treatment
practices for opioid use disorders in pregnant women. Womens
Health Issues 2016;26:595–601.
61. Roberts SC, Nuru-Jeter A. Universal screening for alcohol and drug
use and racial disparities in child protective services reporting. J
Behav Health Serv Res 2012;39:3–16.
62. Maxwell N, Scourfield J, Featherstone B, et al. Engaging fathers
in child welfare services: a narrative review of recent research
evidence. Child Fam Soc Work 2012;17:160–9.
63. Zanoni L, Warburton W, Bussey K, et al. Fathers as ‘core business’
in child welfare practice and research: An interdisciplinary review.
Child Youth Serv Rev 2013;35:1055–70.
64. Nixon KL, Radtke HL, Tutty LM. “Every Day It Takes a Piece of
You Away”: experiences of grief and loss among abused mothers
involved with child protective services. J Public Child Welf
2013;7:172–93.
65. Kenny KS, Barrington C, Green SL. "I felt for a long time like
everything beautiful in me had been taken out": Women's suffering,
remembering, and survival following the loss of child custody. Int J
Drug Policy 2015;26:1158–66.
66. Zannettino L, McLaren H. Domestic violence and child protection:
towards a collaborative approach across the two service sectors.
Child Fam Soc Work 2014;19:421–31.
67. Douglas H, Walsh T. Mandatory reporting of child abuse and
marginalised families. In: Mathews B, Bross DC, eds. Mandatory
reporting laws and the identification of severe child abuse and
neglect. Aurora, CO: Springer, 2015:491–512.
68. García-Moreno C, Amin A. The sustainable development goals,
violence and women’s and children’s health. Geneva, Switzerland:
World Health Organization, 2016.
69. Hanson MD, Wathen N, MacMillan HL. The case for intimate partner
violence education: early, essential and evidence-based. Med Educ
2016;50:1089–91.
70. Ram A, Chisolm MS. The time is now: improving substance abuse
training in medical schools. Acad Psychiatry 2016;40:454–60.
71. Holland CL, Nkumsah MA, Morrison P, et al. "Anything above
marijuana takes priority": obstetric providers' attitudes and
counseling strategies regarding perinatal marijuana use. Patient
Educ Couns 2016;99:1446–51.
72. Tasker JP. Trudeau says pot will be legal as of Oct. 17, 2018. CBC
News. 2018 https://www.cbc.ca/news/politics/cannabis-pot-
legalization-bill-1.4713839.
73. Gilbert R, Kemp A, Thoburn J, et al. Recognising and responding to
child maltreatment. Lancet 2009;373:167–80.
74. Healy K, Lundström T, Sallnäs M. A comparison of out-of-home
care for children and young people in Australia and Sweden: worlds
apart? Australian Social Work 2011;64:416–31.
75. Gilbert R, Fluke J, O'Donnell M, et al. Child maltreatment:
variation in trends and policies in six developed countries. Lancet
2012;379:758–72.
76. van der Put CE, Assink M, Gubbels J, et al. Identifying effective
components of child maltreatment interventions: a meta-analysis.
Clin Child Fam Psychol Rev 2018;21:171–202.
77. Tedesco JF, Schnell SV. Children's reactions to sex abuse
investigation and litigation. Child Abuse Negl 1987;11:267–72.
78. Davies E, Seymour F, Read J. Children's and Primary Caretakers'
Perceptions of the Sexual Abuse Investigation Process: A New
Zealand Example. J Child Sex Abus 2001;9:41–56.

McTavish JR, et al. BMJ Open 2019;9:e025741. doi:10.1136/bmjopen-2018-025741

BMJ Open: first published as 10.1136/bmjopen-2018-025741 on 4 April 2019. Downloaded from http://bmjopen.bmj.com/ on April 1, 2021 by guest. Protected by copyright.

25. Barnett-Page E, Thomas J. Methods for the synthesis of
qualitative research: a critical review. BMC Med Res Methodol
2009;9:59.
26. Feder GS, Hutson M, Ramsay J, et al. Women exposed to intimate
partner violence: expectations and experiences when they
encounter health care professionals: a meta-analysis of qualitative
studies. Arch Intern Med 2006;166:22–37.
27. Noblit GW, Hare RD. Meta-ethnography: synthesizing qualitative
studies. Newbury Park: Sage Publications, 1988.
28. Houghton C, Casey D, Shaw D, et al. Rigour in qualitative casestudy research. Nurse Res 2013;20:12–17.
29. Thomas E, Magilvy JK. Qualitative rigor or research validity in
qualitative research. J Spec Pediatr Nurs 2011;16:151–5.
30. Jessup MA, Humphreys JC, Brindis CD, et al. Extrinsic barriers
to substance abuse treatment among pregnant drug dependent
women. J Drug Issues 2003;33:285–304.
31. Akin B, Gregoire T. Parents’ views on child welfare’s response to
addiction. Fam Soc J Contemp Soc Serv 1997;78:393–404.
32. Stone R. Pregnant women and substance use: fear, stigma, and
barriers to care. Health Justice 2015;3:2.
33. Fleury-Steiner RE, Thompson Brady L. The importance of resources
and information in the lives of battered mothers. Violence Against
Women 2011;17:882–903.
34. Sullivan CM, Hagen LA. Survivors’ opinions about mandatory
reporting of domestic violence and sexual assault by medical
professionals. Affilia 2005;20:346–61.
35. Shalhoub-Kevorkian N. Disclosure of child abuse in conflict areas.
Violence Against Women 2005;11:1263–91.
36. Stevens J, Ammerman RT, Putnam FW, et al. Facilitators and
barriers to engagement in home visitation. J Aggress Maltreat
Trauma 2005;11:75–93.
37. Howell EM, Chasnoff IJ. Perinatal substance abuse treatment.
Findings from focus groups with clients and providers. J Subst
Abuse Treat 1999;17:139–48.
38. Hathaway JE, Willis G, Zimmer B. Listening to survivors’ voices:
addressing partner abuse in the health care setting. Violence
Women 2002;8:687–716.
39. Sword W, Niccols A, Fan A. "New Choices" for women with
addictions: perceptions of program participants. BMC Public Health
2004;4:10.
40. Fong K. Child welfare involvement and contexts of poverty: The role
of parental adversities, social networks, and social services. Child
Youth Serv Rev 2017;72:5–13.
41. Kruk E, Banga PS. Engagement of substance-using pregnant
women in addiction recovery. Can J Commun Ment Health
2011;30:79–91.
42. Scott DA. Parental experiences in cases of child sexual abuse: a
qualitative study. Child Fam Soc Work 1996;1:107–14.
43. Palmer SE, Brown RA, Rae-Grant NI, et al. Responding to children's
disclosure of familial abuse: what survivors tell us. Child Welfare
1999;78:259–82.
44. Harvey S, Schmied V, Nicholls D, et al. Hope amidst judgement: the
meaning mothers accessing opioid treatment programmes ascribe
to interactions with health services in the perinatal period. J Fam
Stud 2015;21:282–304.
45. Jarlenski M, Tarr JA, Holland CL, et al. Pregnant women's access
to information about perinatal marijuana use: a qualitative study.
Womens Health Issues 2016;26:452–9.
46. Kelly UA. "I'm a mother first": the influence of mothering in the
decision-making processes of battered immigrant Latino women.
Res Nurs Health 2009;32:286–97.
47. Jenney A, Mishna F, Alaggia R, et al. Doing the right thing?
(Re) Considering risk assessment and safety planning in child
protection work with domestic violence cases. Child Youth Serv Rev
2014;47:92–101.
48. DeVoe ER, Smith EL. Don’t take my kids: Barriers to service delivery
for battered mothers and their young children. J Emot Abuse
2003;3:277–94.
49. Elms N, Link K, Newman A, et al. Need for women-centered
treatment for substance use disorders: results from focus group
discussions. Harm Reduct J 2018;15:40.
50. Gueta K. A qualitative study of barriers and facilitators in treating
drug use among Israeli mothers: An intersectional perspective. Soc
Sci Med 2017;187:155–63.
51. Paterno MT, Low M, Gubrium A, et al. Mothers and mentors:
exploring perinatal addiction and recovery through digital
storytelling. Qual Health Res 2018;1049732318777474.
52. Dubowitz H. World perspectives on child abuse. Aurora, CO:
International Society for the Prevention of Child Abuse and Neglect,
2014.

Open access

McTavish JR, et al. BMJ Open 2019;9:e025741. doi:10.1136/bmjopen-2018-025741

100.
101.

102.
103.

104.
105.
106.
107.
108.
109.
110.
111.
112.
113.

114.
115.
116.

organizations: results from the Canadian Community Health Survey.
Child Abuse Negl 2015;46:198–206.
White OG, Hindley N, Jones DP. Risk factors for child maltreatment
recurrence: an updated systematic review. Med Sci Law
2015;55:259–77.
Maclean MJ, Sims S, O'Donnell M, et al. Out-of-Home care versus
in-home care for children who have been maltreated: a systematic
review of health and wellbeing outcomes. Child Abuse Review
2016;25:251–72.
Fraser JG, Lloyd S, Murphy R, et al. A comparative effectiveness
review of parenting and trauma-focused interventions for children
exposed to maltreatment. J Dev Behav Pediatr 2013;34:353–68.
Macdonald G, Livingstone N, Hanratty J, et al. The effectiveness,
acceptability and cost-effectiveness of psychosocial interventions
for maltreated children and adolescents: an evidence synthesis.
Health Technol Assess 2016;20:1–508.
Thorne S. Metasynthetic madness: what kind of monster have we
created? Qual Health Res 2017;27:3–12.
Greenhalgh T, Thorne S, Malterud K. Time to challenge the spurious
hierarchy of systematic over narrative reviews? Eur J Clin Invest
2018;48:e12931.
Stengel C. The risk of being ‘too honest’: drug use, stigma and
pregnancy. Health Risk Soc 2014;16:36–50.
Kearney MH. Damned if you do, damned if you don't: crack
cocaine users and prenatal care. Contemp Drug Probl
1995;22:639–62.
Meyer S. ‘Acting in the Children’s Best Interest?’: examining
victims’ responses to intimate partner violence. J Child Fam Stud
2011;20:436–43.
Earner I. Immigrant families and public child welfare: barriers
to services and approaches for change. Child Welf Arlingt
2007;86:63–91.
Bergstrom-Lynch CA. Empowerment in a Bureaucracy? Survivors’
perceptions of domestic violence shelter policies and practices.
Affilia 2018;33:112–25.
Valentine K, Smyth C, Newland J. 'Good enough' parenting:
negotiating standards and stigma. Int J Drug Policy 2018 (Published
29 Jul 2018).
Roberts SC, Pies C. Complex calculations: how drug use during
pregnancy becomes a barrier to prenatal care. Matern Child Health
J 2011;15:333–41.
Phillips D, Thomas K, Cox H, et al. Factors that influence women's
disclosures of substance use during pregnancy: a qualitative
study of ten midwives and ten pregnant women. J Drug Issues
2007;37:357–75.
White A, Danis M, Gillece J. Abuse survivor perspectives on
trauma inquiry in obstetrical practice. Arch Womens Ment Health
2016;19:423–7.
Leppo A. "Subutex is safe": perceptions of risk in using illicit drugs
during pregnancy. Int J Drug Policy 2012;23:365–73.
Dowd MD, Kennedy C, Knapp JF, et al. Mothers' and health care
providers' perspectives on screening for intimate partner violence
in a pediatric emergency department. Arch Pediatr Adolesc Med
2002;156:794–9.

13

BMJ Open: first published as 10.1136/bmjopen-2018-025741 on 4 April 2019. Downloaded from http://bmjopen.bmj.com/ on April 1, 2021 by guest. Protected by copyright.

79. Berson NL, Herman-Giddens ME, Frothingham TE. Children's
perceptions of genital examinations during sexual abuse
evaluations. Child Welfare 1993;72:41–9.
80. Folman RD. “I Was Tooken”. Adopt Q 1998;2:7–35.
81. Winter K. The perspectives of young children in care about their
circumstances and implications for social work practice. Child Fam
Soc Work 2010;15:186–95.
82. Mudaly N, Goddard C. The ethics of involving children who
have been abused in child abuse research. Int J Child Rights
2009;17:261–81.
83. Morris A, Hegarty K, Humphreys C. Ethical and safe: Research with
children about domestic violence. Res Ethics 2012;8:125–39.
84. Mayall B. Mayall. The sociology of childhood in relation to children's
rights. The International Journal of Children's Rights 2000;8:243–59.
85. UNICEF. Convention on the rights of the child. 1989 http://www.
ohchr.org/EN/ProfessionalInterest/Pages/CRC.aspx.
86. Ungar M, Tutty LM, McConnell S, et al. What Canadian youth tell us
about disclosing abuse. Child Abuse Negl 2009;33:699–708.
87. Devries KM, Child JC, Elbourne D, et al. “I never expected that it
would happen, coming to ask me such questions”:ethical aspects
of asking children about violence in resource poor settings. Trials
2015;16:1–12.
88. Devries KM, Naker D, Monteath-van Dok A, et al. Collecting data
on violence against children and young people: need for a universal
standard. Int Health 2016;8:159–61.
89. MacMillan HL, Fleming J, Jamieson E. Psychiatric assessment of
children and adolescents. In: Goldbloom R, ed. Pediatric Clinical
Skills. New York, NY: Churchill Linvingstone, 2010:1–18.
90. Manassis K. Case formulation with children and adolescents. New
York: The Guilford Press, 2014.
91. Pietrantonio AM, Wright E, Gibson KN, et al. Mandatory reporting
of child abuse and neglect: crafting a positive process for health
professionals and caregivers. Child Abuse Negl 2013;37:102–9.
92. McTavish JR, MacGregor JC, Wathen CN, et al. Children's exposure
to intimate partner violence: an overview. Int Rev Psychiatry
2016;28:504–18.
93. Shamley D, Kingston L, Smith M. Health professionals’ knowledge
of and attitudes towards child abuse reporting laws and case
management. Aust Child Fam Welf 1984;9:3–8.
94. Webberley HR. Child maltreatment reporting laws: impact
on professionals' reporting behaviour. Aust J Soc Issues
1985;20:118–23.
95. Lamond DA. The impact of mandatory reporting legislation on
reporting behavior. Child Abuse Negl 1989;13:471–80.
96. Mathews B, Lee XJ, Norman RE. Impact of a new mandatory
reporting law on reporting and identification of child sexual abuse: a
seven year time trend analysis. Child Abuse Negl 2016;56:62–79.
97. Besharov DJ. Recognizing child abuse: a guide for the concerned.
New York: Toronto: Free Press; Collier Macmillan, 1990.
98. Mathews B, Bromfield L, Walsh K, et al. Reports of child sexual
abuse of boys and girls: longitudinal trends over a 20-year period in
Victoria, Australia. Child Abuse Negl 2017;66:9–22.
99. Afifi TO, MacMillan HL, Taillieu T, et al. Relationship between
child abuse exposure and reported contact with child protection

